Abstract Isolated gastric tuberculosis is a rare condition, even in those parts of the world where intestinal tuberculosis is common. Herein we describe a case of a thirty year old female patient with isolated gastric tuberculosis who presented with features of gastric outlet obstruction.
Introduction
Gastric tuberculosis whether as a primary or secondary infection is uncommon [1] . It is usually associated with pulmonary tuberculosis [2] . Isolated gastric tuberculosis without features of lesion elsewhere, is even rarer, with very few cases being reported in literature [3] [4] [5] [6] [7] . Lack of specific clinical, radiological and endoscopic features makes the diagnosis difficult [3] . We present a case of isolated gastric tuberculosis in a young female patient who presented with gastric outlet obstruction due to an ulcerated nodular mass in the antrum.
Case Report
A thirty year old female patient presented with complaints of nausea and vomiting for 5 months and epigastric pain for 4 months. She noticed a significant weight loss in the last 2 months. Vomitus consisted of undigested food residue. Pain was precipitated by meals. There was no history of haematemesis, malena or any systemic illness. There was no past or family history of tuberculosis. The patient was non-diabetic. Her HIV status was negative. Clinical examination revealed epigastric fullness with succussion splash. Complete haemogram, renal and liver function tests and x ray chest were within normal limits. Mantoux test was negative. Upper GI endoscopy was suggestive of an ulcerated nodular mass at the antrum with a non-negotiable gastric outlet obstruction. Endoscopic mucosal biopsy did not reveal malignancy or granuloma. In view of gastric outlet obstruction without specific histological diagnosis, the patient was subjected to exploratory laparotomy.
On laparotomy the pylorus was stenosed and deformed. There was a large ulcero-nodular growth at the antrum. Distal gastrectomy was done with Roux -en -Y gastrojejunostomy (Fig. 1) . Histopathology revealed granulomatus inflammation of tuberculous origin involving all the layers of the stomach and perigastric lymphnodes. Postoperative recovery was uneventful. The patient was put on antitubercular chemotherapy with a four drug regimen of isoniazide 300 mg, rifampicin 450 mg, ethambutol 900 mg and pyrizinamide 1,500 mg for initial 2 months followed by isoniazide and rifampicin in the same dose for another 4 months. On her first follow up visit, 1 month after discharge, she had gained 3 kg body weight and her appetite had improved.
Discussion
Gastric tuberculosis is a rare entity even in a country like India where tuberculosis is endemic. Usually gastric tuberculosis is secondary to pulmonary tuberculosis [2] .
Isolated gastric tuberculosis without evidence of lesion elsewhere is even rarer [4] . The reason for this rarity is attributed to bactericidal property of gastric acid, scarcity of lymphoid tissue in the gastric wall and intact gastric mucosa of the stomach [5, 8] . The possible routes of infection include direct infection of the mucosa, haematogenous spread or extension from a neighboring tuberculous lesion [3, 9] .
The clinical presentation of gastric tuberculosis is entirely non-specific with complaints of epigastric pain, vomiting and weight loss [4, 10] . Gastric outlet obstruction is the most common presentation of tuberculosis [6] . Other presentations reported in literature are haematemesis [11] , perforation [1, 12] , non healing ulcer [13] , and dysphagia [5] .
Endoscopic brush cytology and biopsy is only occasionally successful in diagnosis [10] . The diagnosis of tuberulosis requires demonstration of caseating epithelioid granuloma or presence of acid fast bacilli in tissue [5] . Antitubercular chemotherapy forms the mainstay of treatment when diagnosis of gastric tuberculosis is made. Due to lack of accurate clinical diagnosis and sensitive laboratory investigations, most patients need surgical intervention for diagnosis [3, 5] . Even if diagnosed by endoscopic biopsy, surgery may be required for complications such as gastric outlet obstruction, perforation or bleeding.
Conclusion
Though rare, gastric tuberculosis should be kept in mind especially for patients presenting with gastric outlet obstruction in an endemic area. Antitubercular chemotherapy forms the mainstay of treatment. Surgery is required to relieve gastric outlet obstruction or for complications like haematemesis and perforation. 
